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G 000 INITIAL COMMENTS G 000

 This was a federal home health complaint 

investigation.

Complaint # IN00109290; Substantiated, no 

federal deficiencies related to the complaint are 

cited. 

Facility #:  012617

Survey Date:  6-27-12

Medicaid Vendor #:  201044840

Surveyor:  Vicki Harmon, RN, PHNS

Safe At Home was found to be in compliance with 

42 CFR 484.10(b)(3) as was related to this 

complaint.

QA:

Linda Dubak, R.N.

July 5, 2012
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